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Barrel Race  
 

 $5 

Pole Bending 
 

 $5 

Time Only Barrels 
 

 $3 

Time Only Pole Bending 
 

 $3 

 

Age Group (Circle One): 12 & UNDER 13-17  18-34  35 & OVER 
In consideration of receiving permission to participate in this activity, the undersigned herby releases, 

remiss and forever discharges and agrees to save and hold harmless and identify the City of Cottonwood, 

its agents, representatives, and employees, of and from all liability claims, demands, causes of action and 

possible causes of action whatsoever, arising out of or related to any loss, damage or injury, (including 

death) that may be sustained by the undersigned person or that may otherwise accrue to any of the 

undersigned’s respective heirs, next of kin, or personal representatives (while in, on, on route to, from or 

out of said premises, while in connection with this activity) from any cause whatsoever, including 

negligence of the City of Cottonwood, its agents, representatives, and employees. I further agree to include 

Verde Valley Fair Inc. and V.V Horsemen’s Council as added parties to this Release of Liability to the 

same extent as the City of Cottonwood. 

 In the event that I or my child should become ill or injured during this activity sponsored by the 

City of Cottonwood and V.V Horsemen’s Council (provided a legal guardian is not present) a city 

representative or V.V.H.C representative present at the time shall be directed to immediately contact the 

local emergency medical response team for emergency medical treatment and/or transport to a medical care 

facility. I hereby authorize any examination or treatment, medical or surgical, which is found to be 

necessary by a licensed physician. I agree to be responsible for the admission, medical screening, and for 

any drug of medical bills that may be incurred. 

 

 

 

 

 

Printed Name                                      Address                                               Phone 

 

 

 

  

 

E-Mail 

 

Payment Amount: Cash  Check#: 

 

Signature:       Date: 
  (Parent if participant is under 18) 
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